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Abstract 
Romania is currently making efforts to deinstitutionalize residents of its mental health hospitals and initiate a system of 
community-based mental health care. To be successful, the system of community-based mental health care must include a 
network of caring and responsible people who are committed to helping those who are mentally ill meet their needs while 
reintegrating into and remaining a part of the community. Therapeutic farm communities (TFC), or care farms (CF) as they are 
known in Europe, can serve as a critical component in efforts to assist mentally ill individuals regain their stability and 
independence.  TFCs, which often focus on individuals diagnosed with schizophrenia, bipolar disorder, and major depression, 
promote self-sufficiency through their therapeutic use of farming-related activities, including organic farming and animal care. In 
addition to farm maintenance activities, programming may include mood management, dialectical behavior therapy, creative 
expression, equine assisted learning, meditation, education, money management training, and independent living skills activities 
(planning, shopping, cooking, healthy living), and medication management. This paper first reviews the use of TFCs in Europe 
and the US, focusing on Hopewell as a model for the US TFCs, and examines the suitability and sustainability of the TFC/CF 
model for mentally ill persons in Romania in the context of Romania’s current political and economic climate. 
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1. Romania’s mental health care system 
In April 2000, Romania disbanded the system of national health care that had been established under the 
Ceauşescu regime in favor of an employment-based insurance approach. The newly implemented system of care has 
not lived up to the promise of universal, accessible health care. Instead, individuals who are unemployed or 
underemployed continue to face problems of access to care. There have been well-publicized shortages of 
medications, food and cleaning supplies in nursing homes, orphanages, and psychiatric hospitals. Institutional staff 
members have staged walkouts in response to the government’s failure to pay wages. Romania continues to face a 
drastic shortage of trained mental health professionals and mental health researchers. And, even though Orthodox 
clergy often provide mental health counsel to the faith’s adherents, they often do so without having had adequate 
training to diagnose or treat either mental illness or substance use. 
It is in this environment that Romania seeks to deinstitutionalize psychiatric patients, many of whom may have 
been residing in psychiatric hospitals for lengthy periods of time. In order to do so, Romania must replace these 
long-stay hospitals that have been the country’s primary mode of treatment “with smaller, less isolated community-
based alternatives for the care of mentally ill people” (Lamb & Bachrach, 2001). This will require that efforts be 
made to (1) prevent inappropriate mental hospital admissions through the provision of community alternatives for 
treatment, (2) release to the community all institutional patients who have been given adequate preparation for such 
a change, and (3) establish and maintain community support systems for noninstitutionalized persons receiving 
mental health services in the community (Bachrach, 1977). These requirements for effective deinstitutionalization 
raise the issue of where institutionalized persons can receive their care. 
The plight of Romania’s mentally ill residents has not gone unnoticed. The World Health Organization found that 
as of 2004, Romania’s National Mental Health Programme of 1999 continued to be inadequately funded.  Romania 
spends only 4% of its GDP on health and only 3% of that 4% is specifically allocated to mental health treatment 
(South-Eastern Europe Mental Health Project, 2004). The 2004 Mental Health Policy imposes significantly greater 
benchmarks for the care of the country’s mentally ill, requiring (1) the development of training programs in mental 
health for medical school students, psychiatrists, psychologists, nurses, social workers, and mental health 
professionals; (2) the development of mechanisms to attract other specialists into the mental health field, including 
psychologists, sociologists, and lawyers; (3) the introduction of mental health issues into the syllabus of medical 
schools; and (4) the establishment of a Mental Health Research Institute in collaboration with the National Academy 
of Medical Sciences. Additionally, the Policy calls for the use of both quantitative and qualitative methodologies, 
epidemiologic analyses, and organization assessments to assess community attitudes, identify the service needs of 
mentally ill persons and their families, identify the mental health training needs of professionals across a wide range 
of disciplines, and evaluate existing mental health treatment approaches, services, and the institutions responsible 
for their delivery. 
Accordingly, these circumstances raise the question: How can Romania meet the imperative to deinstitutionalize 
individuals with mental illness and provide community-based care, given the fiscal constraints that now confront the 
country? 
2. Care farms: A potential mechanism for recovery from mental illness 
2.1. The care farm in Europe 
The term “care farm” has been used in Europe to refer to the use of commercial farms and agricultural landscapes 
for the promotion of human health, social inclusion, and educational benefits through farm activity (Berget & 
Braastad, 2011). The numbers of such farms in Europe is steadily growing. It has been estimated that as of 2005, 
there were 591 care farms in the Netherlands, 250 in Austria, between 30 and 350 in Italy, and 76 in the United 
Kingdom (Di Iacovo, Senni, & De Kneght, 2006; Hassink & van Dijk, 2006). The care farms may be intended to 
serve any of multiple purposes, including the effectuation of an increase in the health, well-being, and integration of 
diverse patient groups, e.g., persons with mental illness, dementia, or substance use disorders; the reduction of 
health care costs; and the maximization of farm production (De Bruin, Oosting, Kuin, Hoefnagels, Blauw, De Groot, 
et al., 2009; Hassink, Zwartbol, Agricola, Elings, & Thissen, 2007). The variety of names  used to refer to these 
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farms—farming for health, green care, social farming—reflect the multiple purposes for which these farms are used 
(Hine, Peacock, & Pretty, 2008). 
Support structures for care farms vary both within and across the European countries that utilize them. Care 
farms may exist as part of a day care center or day care activity center, in cooperation with a care institution, as an 
independently operated farm functioning with government support, as a care farm that receives no compensation or 
one that receives private support or payment, or as a care farm linked to a charity or nongovernmental organization 
(Di Iacovo, Senni, & Kneght, 2006). 
Care farms in Europe have often been initiated by commercial family farms that, on average, are approximately 
19 hectares in size. Most are located on rural area and maintain a home-like environment. A minority offer well-
structured psychosocial interventions or target populations with specific needs, such as individuals with dementia or 
those with mental illness diagnoses. Activities often include crafts and games, physical activities such as walking, 
domestic activities, animal-assisted activities, and horticulture-focused activities (Hassink, Zwartbol, Agricola, 
Elings, & Thissen, 2007). Horticulture-focused activities may be of multiple types: horticultural therapy, therapeutic 
horticulture, healing gardens, or healing landscapes. The horticulture-focused activities, in particular, are often 
designed to provide both stimulation and stability and may also help residents to develop new employment skills 
(Sempik, 2008). 
Care farms offer many benefits. These include time and space for recovery; connection to biological cycles, such 
as those of plant growth and animal breeding; and opportunities to engage in meaningful work, develop new 
relationships, and gain new knowledge (Di Iacovo, 2009; Hassink, Elings, Zweekhorst, van den Nieuwenhuizen, & 
Smit, 2010) Although research findings have been somewhat inconsistent, there is evidence to suggest that clients of 
care farms benefit from the structured routine, the space and quietness, and the ability to work at one’s own pace 
(Hassink, Elings, Zweekhorst, van den Nieuwenhuizen, & Smit, 2010). Additionally, research studies focused 
specifically on animal-assisted interventions have reported improvements in client self-efficacy (Berget, Ekeberg, & 
Braastad, 2008; Berget, Skarsaune, Ekeberg, & Braastad, 2007) and declines in levels of anxiety and depression 
(Berget, Ekeberg, Pedersen, & Braastad, 2011; Pedersen, Nordaunet, Martensen, Berget, & Braastad, 2011). 
2.2. The care farm as a therapeutic residential community 
In the United States, farm settings have been utilized as a site for the provision of services and activities to 
promote recovery from mental illness. These farms, premised on the concept of “moral treatment,” were “designed 
to restore inner equilibrium … and to create anew, ideal mini-society in which virtues of order, calm and productive 
work would replace the chaos and competitiveness of a burgeoning new world” (Kennard, 1998). They provided a 
therapeutic social environment where people could engage in a “culture of enquiry” (Campling, 2001; Griffiths & 
Hinshelwood, 1995) by expressing their own feelings and views and by participating in a “living and learning 
environment” (Kennard, 2004). They were designed to be evolving in nature, encouraging continued improvement 
and refinement to the model on which they were premised. Importantly, they provided residents with a 
comprehensive biopsychosocial approach to treatment. Unfortunately, increased industrialization, a growth in the 
numbers of individuals diagnosed with mental illness, and the prioritization of custodial care in lieu of treatment by 
legislatures led to not only the evolution of therapeutic farms to asylums, but to the deterioration of conditions 
within the asylums. 
The asylum and the therapeutic farms of the nineteenth century that were premised on the concept of “moral 
treatment” have since led to the concept of the therapeutic residential communities. These communities consist of “a 
consciously designed social environment within a residential or day unit in which the social and group process is 
harnessed with therapeutic intent. In the therapeutic community the community is the primary therapeutic 
instrument” (Lees, 1999).   
Therapeutic residential communities focus on individuals with mental illness; offer opportunities for community, 
companionship, work, creativity, and respect for the individual; often pair activities with psychotherapy and 
medication, if needed; utilize structured activities to occupy time; and may include the idea of a spiritual rebirth. 
Animal-assisted therapy or activities may be utilized to induce and mediate physiologically de-arousing states of 
anxiety and arousal, mediate social interaction, provide stress-buffering social support, and enhance self-efficacy 
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and coping skills through the availability of work-related activities. Art and other expressive therapies help to reduce 
individuals’ feelings of isolation and increase self-confidence. 
2.3. Hopewell: An example of a therapeutic residential community 
Hopewell is a therapeutic residential farm community located in the township of Mesopotamia, Ohio, USA. This 
township, located in northeast Ohio, is home to the fourth largest Old Order Amish population in the world. The 
township consists of 27.1 sq miles (70.19 km²). As of 2000, there were 3,051 people estimated to be living in 
Mesopotamia.  
Hopewell is dedicated to the provision of services to individuals with schizophrenia, schizoaffective disorder, 
bipolar disorder, major depression and other forms of serious mental illness. Founded by Cleveland native, Clara 
Rankin, and a dedicated board, Hopewell accepted its first resident in 1996. Hopewell is one of a handful of 
therapeutic farm communities in the country and the only one of its kind in Ohio. The organization is able to serve 
40 adults, with housing in four residences. At any given time, Hopewell employs between 30 to 40 full time and part 
time clinical, direct care and administrative staff. 
Hopewell focuses recovery efforts on the domains of self-care, psychiatric understanding and functioning, 
community participation, peer interaction, vocational goals and efforts, independent living skills, emotional 
regulation, spiritual integration, family life, and creative expressions. Services offered include mood management, 
dialectical behavior therapy, creative expression, dual diagnosis issues, equine assisted learning, meditation and 
spirituality, education, money management, independent living skills family counseling, case coordination, 
psychiatric and medication management, and discharge transition planning. In addition to services focused 
specifically on mental health treatment, such as psychotherapy and medication, individuals residing at Hopewell 
have opportunities to engage in animal care, art, music, gardening, and nature and spirituality activities. Residents 
are encouraged to participate in the daily activities that are offered, beginning with breakfast at 7:30 a.m., followed 
by exercise, lunch, afternoon activities, therapeutic group, and dinner. Initial analyses of Hopewell intake and 
discharge data suggest that the Hopewell model contributes to increases in clients’ global functioning (Hopewell, 
2014). 
3. Care farms: A potential model for Romania 
Romania’s farm population is significantly larger than that of other European countries. As an example, in 2008, 
30% of the Romanian population was involved in agricultural employment, compared to 3.4% in France, 2.2% in 
Germany, and 1.4% in Great Britain. In fact, Romania’s farmers represent 27% of the entire European Union labor 
force working in agriculture (Csaki & Kray, 2005).  
A large number of Romania’s agricultural work force, however, is not doing well economically. Between 1997 
and 2006, the average income in all sectors in Romania increased by 54%, but incomes in rural areas increased only 
10%. In 2007, the average income from agriculture in Romania was seven times smaller than that of Romania’s 
average employee and one-half of all Romanian farmers were living under the poverty threshold (Csaki & Kray, 
2005). The income now flowing into rural areas is only 68% of that flowing into urban areas; the poverty in 
Romania’s rural areas is three times greater than that in urban areas. Food expenditures are also higher in rural areas, 
with 69% of costs attributed to food in rural areas, compared with 45% in urban locales (Csaki & Kray, 2005). 
The establishment of therapeutic farms in Romania could potentially provide a mechanism for community-based 
care for deinstitutionalized individuals, offer meaningful employment opportunities for those who were previously 
institutionalized, and provide assistance to struggling subsistence farmers. The establishment of therapeutic care 
farms in Romania would necessitate education and training for farmers and associated personnel, training for mental 
health personnel to enable them to work in such venues, the development and maintenance of an 
administrative/legal infrastructure to regulate farms and farmers and to provide quality control and improvement 
mechanisms, and the development of a funding and reimbursement mechanism. The training to be provided to 
mental health personnel includes not only training related to mental health care, but also education related to 
horticulture, the use of gardening as a therapeutic modality, animal care, and reliance on animals as a therapeutic 
modality (Hassink, Zwartbol, Agricola, Elings, & Thissen, 2007). 
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Research to evaluate the use of therapeutic care farms in Romania as a means of deinstitutionalization will be 
necessary to ensure program effectiveness and client satisfaction. Short- and long-term evaluation should address 
issues such as symptom improvement, changes in functional ability, opportunities for and levels of social 
interaction, the frequency and duration of hospital admissions, the stability of residence post-discharge from the 
institution, and employability and employment. Additionally, in view of the fiscal constraints, it will be important to 
conduct a cost effectiveness analysis. 
Change requires that we be willing to take risks to achieve the desired outcome. It is clear that effective 
alternatives to institutionalization must be found if Romania’s mentally ill residents are to regain their independence, 
stability, and enjoyment of life. 
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